20 21 Background: Perinatal depression (PND) can interfere with HIV care engagement and outcomes. 22 We examined experiences of PND among women living with HIV (WLWH) in Malawi. 23 24 Methods: We screened 73 WLWH presenting for perinatal care in Lilongwe, Malawi using the 25 Edinburgh Postnatal Depression Scale (EPDS). We conducted interviews with 24 women 26 experiencing PND and analyzed data using inductive and deductive coding and narrative 27 analysis. 28 29 Results: Women experienced a double burden of physical and mental illness, expressed as pain 30 in one's heart. Receiving an HIV diagnosis unexpectedly during antenatal care was a key 31 contributor to developing PND. This development was influenced by stigmatization and social 32 support. 33 34 Conclusions: These findings highlight the need to recognize the mental health implications of 35 routine screening for HIV and to routinely screen and treat PND among WLWH. Culturally 36 appropriate mental health interventions are needed in settings with a high HIV burden. 37 38 Introduction
Methods

Study Site and Population 77
We completed in-depth interviews about PND with women seeking pre-or postnatal care 78 at five ANC clinics (two urban and three rural) in Lilongwe, Malawi between July and August 79 2018. All women living with HIV seeking pre-or postnatal care at the study sites who screened 80 positive for PND and who were over the age of 18 were eligible for the study. PND was defined 81 as depression occurring during pregnancy or the first 12 months postpartum (14,15), and was 82 assessed using the Edinburgh Postnatal Depression Scale (EPDS), which was previously 83 validated in Chichewa (16, 17) . Women were classified as having PND if they received a score of 84 > 10 on the EPDS. Consecutive women were screened by a trained counselor at each site until 85 four to five women with PND were identified who agreed to participate in the study. Women 86 reporting suicidal ideation in the EPDS were referred to mental health specialists as appropriate.
87 Data Instruments
88
We developed a semi-structured interview guide to explore women's experiences of 89 PND, its determinants and manifestations, and its impact on HIV care engagement. This guide 90 began by presenting PND symptoms and asking if they had seen someone with these symptoms 91 and how they would describe them, then presented vignettes, or short stories with hypothetical 92 characters, and closed by asking women about their personal experiences with depression.
93 Vignettes were used due to the sensitivity of the study topic (18 (Table I) . The proportion of women with PND was higher at the three 133 rural sites (range: 45-71%) compared to the two urban sites (13-29%) ( Table I) . Of the 73 134 women screened, 14 (19% of all women; 58% of those with PND) reported suicidal ideation.
135 Report of suicidal ideation was also higher at the three rural sites (27-63% of all women) than at 136 the urban sites (0-24% of all women). 19% + Women were screened until 4 to 5 were found to have PND at each site. Women were, on average, 27 years old and most had more than one child, were married, 139 unemployed, and had at least some primary education (Table II) . One woman was beginning 140 ART at the current appointment while the remainder had already initiated ART. Most women 141 (71%) had received their HIV status over two years ago and none had been screened for or 142 diagnosed with PND previously. In addition to their marital issues, many women felt stigmatized and unsupported by 244 others. One woman stated that "people who can encourage us to live a life with little depression 
254
While HIV stigma was a prominent determinant of some women's depression, others felt 255 directly stigmatized for their depression because they felt that they were perceived as a bad 256 mother. Women were sometimes warned that they "shouldn't be sad, because the baby [will]
257 also be sad" (prenatal, living with HIV over 2 years), or were described as sick, mad, in trouble, 258 lazy, or panicked. Importantly, once women were stigmatized due to their PND, they sometimes 259 began to worry that people were stigmatizing them due to their HIV status even if people did not 260 know their status, which created an internal cycle of worry. Still others felt a lack of love or 261 ambivalence towards them once people knew about their HIV or PND. Ambivalence towards 262 women in these circumstances was often as negative as active stigmatization, as women were not 263 supported and thus unable to move towards accepting their status and lessening their PND.
264
Yet, some women found sources of support. Linked to their denial or struggle to come to 265 terms with their HIV status, women did not immediately disclose their HIV status or feelings of 266 depression to others. Rather, they turned to prayer. Fourteen of the 24 women listed prayer as a 267 source of support in response to their HIV diagnosis. One woman said that she "would just pray 268 for God to remove [her] worries because…He is the one who can remove [her] anxieties" 269 (prenatal, living with HIV over 2 years), indicating that both she and those around her could not 270 remove her anxieties related to her HIV.
271
After prayer, many women turned to one or two specific people for support. Ruth 272 confided in one of her in-laws, and most women talked to a family member, friend, or their 273 husband. While most did not find support in their husbands, four women found encouragement 274 in talking with them, including two women who noted that their husbands were HIV-positive.
275 Women that had been living with HIV for longer were more likely to have found sources of 276 support. Additionally, if women knew others that were living with HIV, they were likely to serve 277 as sources of support.
278
Throughout women's discussions of social support, they described social support as 279 being composed of three components: interaction, encouragement, and offloading or sharing 332 One study in South Africa found that psychological or emotional illnesses, including depression, 333 hold an additional layer of stigma and increase stress and perceived stigma upon disclosure of 334 status (34). Yet, this work was not specific to PND (34). While we found depression-related 335 stigma to be present, we argue that there is unique stigma related to PND, as women were 336 worried about being perceived as a bad mother due to their depression. Additionally, while the 337 literature documents well how stigma affects depression, it is less well understood how 338 ambivalence or a lack of support can be a contributing factor. Multiple women did not mention 339 overt stigma, but indicated that ambivalence and a lack of support also contributed to their PND.
340
Regarding the association between PND and HIV, most literature reports that depression 341 is associated with lower ART adherence, which often serves as the motivation for why PND 342 should be addressed among HIV-positive women. Yet, while the women in our study said that 343 other depressed women may not adhere to ART, most claimed that they did not have issues with 344 adherence themselves. It is possible that the women choosing to participate in our interviews 345 were more likely to be those well engaged in care; it is also possible the women felt some social 346 desirability pressure to report good adherence for themselves, while feeling more free to note 347 that others might have such a difficulty. One explanation, as noted by another study in 348 Lilongwe, Malawi is that because these women are in a population with high engagement in 349 care, PND is not associated with lower ART adherence (35). Another explanation our study 350 found is that during this perinatal period, women may be more motivated to adhere to ART as 351 they want to have a healthy pregnancy and remain healthy for raising their children. It is 352 important to note this motivating factor, as it may be protective in women's ART retention 353 during the perinatal period.
354 Recommendations
